Theoretical Basis
In September 1966 the Community Psychiatry Service of the newly-built Clarke Institute of Psychiatry embarked on a five year program in the Borough of East York in Metropolitan Toronto. This program aimed at exploring and experimenting with a number of parameters of 'community mental health'. Community and social psychiatry were at that time reaching the peak of their popularity even though these terms encompassed a variety of theoretical and organizational definitions (22) ; for example, community psychiatry could be thought of as:
I Psychiatrists and other caretaking professionals working together to help relieve not only the five per cent of the population who are mentally ill but also the twenty-five per cent who are exhibiting serious symptoms of psychosocial stress (15, 16) .
II Care of the mentally ill in the community; that is, a concern with severe psychiatric disorders which were previously the exclusive domain of the mental hospital; for example, the northern European versions of community psychiatry (6, 8) , several pioneering Canadian programs such as the Yorkton and Weyburn projects (7, 19) and American efforts such as that in Duchess County, New York (9) .
III Preventive psychiatry, primary, secondary and tertiary as set forth ·by Caplan (1) . In this model the community is seen by some as the patient, while others include the family or even the individual as long as the social matrix is taken into consideration.
IV The theory and practice of mental health; that is the application of psychi-----·From. the East York Project of the Clarke Institute of Psychiatry, Toronto.
'Chief-of-Service, Community Psychiatry Service Clarke Institute of Psychiatry, 250 College St. Torõ
nto. '
Canad. Psychiat. Ass. J. Vol. 17 (1972) 8-3 atric skills and knowledge to the amelioration of life style and to the creation of an environment in which people can flourish. This subsumes mental health to be something more than the mere absence of mental illness (11, 12, 23) . V A form of organization and administration of services as opposed to a theoretical approach to psychiatry. It is an organization aimed at facilitating maximum coverage of psychiatrically distressed individuals and groups in the most efficient manner. This may range from the community mental health centre concept to the most traditional outpatient clinic choosing to call itself a community mental health clinic (4, 5, 6) . VI The treatment modality known as the 'therapeutic community' which continues to be grouped under community psychiatry in textbooks and scientific meetings (13, 14) . In 1966, it seemed to the Community Psychiatry Service of the Clarke Institute that all the above models had a place in a comprehensive program planned for a geographically defined community. In the implementation of this program the central operational principle was the 'Principle of Goal-Directed Opportunism' (it was also called, somewhat facetiously, the 'Principle of Enlightened Opportunism'). This was a method of approach in which the staff practised 'the art of the possible'. General goals and strategies were clearly defined but specific goals (projects) were to be selected when the community (rather than the staff) defined the needs and when they were highly motivated to work toward the solutions. The advantages of this approach were that the structures which arose were likely to be highly relevant and to have a good deal of support from the community. The disadvantages were that advance budgeting and proper research planning were far more difficult to carry out.
As dictated by the principle of 'Goal-Directed Opportunism', general theoretical and strategic goals were outlined early in the program. These assumptions were a potpourri of notions about life style, of psychiatric postulates and of interventive strategies. There follows an annotated list of these assumptions:
1) The matrix of interpersonal relationships which leads to a diminution of psychiatric disorder, an enhancement of 'positive mental health' and a facilitation of relevant and successful solutions to defined problems is characterized by 'relationships of mutual respect and co-operation', as opposed to 'relationships of unilateral respect and constraint' (18) . Such relationships also have some of the characteristics of those termed 'symmetrical relationships' by Jackson et al. (10) . To bring about such a state in any community would require activities far beyond the scope, expertise and mandate of a university department of psychiatry. Changes in political, social and economic structures, child rearing practices, educational institutions and so on, would be required. However a psychiatric institute committed to service, training and research does have two roles to play. The first of these is in the prevention and treatment of the casualties of the present system; the second role arises from the fact that psychiatry touches on society in a number of situations where its personnel can provide a model for this kind of interpersonal approach, and are thus able to affect to some degree the public's attitude toward relationship. 2) In either of these two roles the cause is promoted if all activities are carried out in an exemplary manner; that is, one characterized by the informed use of empirical and scientific information and by the formation of symmetrical relations with all persons contacted. 3) This cause is also furthered by attempting to achieve maximum involvement of all elements of a community in every phase of intervention. Citizen involvement is essential to mobilize political support; to identify and articulate needs and therefore ensure the relevance of solutions; to provide essential manpower; to promote co-operation from the citizens, thus avoiding overt or covert sabotage and finally to encourage independence in the residents of the community. Except in rare instances, citizen involvement does not occur spontaneously but requires time and effort on the part of a skilled organizer. The justification for spending this time and effort lies in the proposition that there is a better 'fit' between needs and services if professionals are responsible to the people whom they serve. Responsibility and accountability on the part of professionals to elected representatives, career civil servants or lay boards of agencies is too indirect to be meaningful. These individuals are, for the most part, too far removed from the consumers of the services which they direct. 4) In working toward the prevention of casualties in the present system the usual division of primary, secondary and tertiary prevention was accepted. Clearly, secondary and tertiary prevention are well recognized in the professional community, but the East York Project attempted to stress primary prevention as well, and therefore special priority was given to: a) the promotion of social organization as defined by Leighton (16) , b) the promotion of family life education according to the methods of Crowe, Pollak and others (3, 20, 21) , and c) the development of structures to help certain high-risk groups and hopefully to decrease the incidence of breakdown. 5) Since the Project was to be concerned with the twenty-five per cent or more of the population in distress at anyone time, the current system of organizing delivery of service could never be adequate and therefore required change. This change was considered to be as much the business of a university department of psychiatry as it was of government. 6) In considering changes in service delivery systems it was noted that there was a marked overlap in the categories of clients applying to various helping agents, with little apparent reference to the special expertise of the helper.
There was a corresponding overlap in the kinds of service which helping agencies rendered to their clients, despite the differences in the training of the personnel and the stated aims of their agencies. 7) In view of these overlaps it appeared desirable to assess and stream clients more effectively so that there was a more specific matching of the needs of the client with the skills of the helper. To this end it was necessary for the agencies to increase their knowledge of the personnel and the functions of other agencies. It also suggested that at the intake level, a multi-disciplinary group of workers might be in the best position to do this type of streaming. 8) Since many helpers were not specifically trained for the work they found themselves doing, there was a need for additional training and for a greater availability of consultation. 9) Many of the helpers at the 'front line' -teachers, clergymen, family practitioners and so on -too often acted as referral agents for cases which they could have handled themselves if better training and appropriate consultation had been available to them, as well as greater knowledge of other resources in the community. They also needed assistance in redefining their own roles and techniques of helping. 10) In general it may be said that the greater the training of a professional helper the more time he should spend providing consultation to lesser trained professionals. Nevertheless he should be available to give some direct service to cases requiring his particular brand of expertise.
11) The problems of a certain portion of the client-patient population are amenable to help from untrained or lesstrained volunteers, and therefore it was believed that such non-professional helpers should be recruited, trained and used under supervision. 12) The number of available helpers could also be maximized by increasing the use of group techniques for therapy and for professional supervision and training. 13) In a large proportion of cases the minimum unit of breakdown is the family, a work group, a neighbourhood or some other social grouping rather than the individual. Therefore, the staff of helping agencies must become accustomed to thinking in terms of interpersonal units, and the therapeutic structures appropriate to working with such units must be developed; for example, family therapy techniques and multi-agency intervention into family problems. The multiple service or multi-agency approach is also the optimal one in numerous situations in which socioenvironmental factors are of great importance in the etiology, precipitation, maintenance and therapy of psychiatric disorders and psychosocial problems. Thus, there must be sufficient coordination to make it possible to bring a variety of agencies to bear on a problem case. Helping agencies have tended to arise one at a time, and without an overall plan, in response to pressing needs of the moment. This has contributed to a wasteful overlap of services which is costly to society and which interferes with the provision of effective service. This is another indication that co-ordination of services is mandatory. 14) The community has in effect turned over the job of looking after socially and psychologically disturbed individuals to the helping professions and in so doing has neglected its own part of the responsibility. This situation of substantial non-involvement on the part of the community has made the task of the professionals extremely difficult, and ways of returning a fair measure of the responsibility to the community have to be found. One way of doing this would be to organize the professional helpers so that their collective voice could make this point effectively to the community. Another useful step would be to involve professionals, .citizens and elected officials alike in the operation and organization of both existing and new programs. 15) A general methodology for developing the community-involving, co-ordinated network of services depicted in the above postulates has not yet been adequately worked out. Therefore, it was proposed to experiment with four basic strategies of intervention: a) Direct and Indirect Psychiatric Services -consultation, assessment treatment and rehabilitation. b) Community Organization -working with already organized helping agencies and social structures. c) Community Development -working directly with non-professional citizens to enable them to define their needs and to make use of professional personnel according to these needs. d) Training and Education -for professionals, non-professionals and the general public. 16) Several guiding principles were to be 'followed in carrying out community organization -effective communication occurs most readily around a meaningful work project. Thus, a useful way to bring agencies together is around a real multi-agency project. By the same token an organizing body which is also a service agency will be far more effective in that role than a planning group such as the Social Planning Council which has no point of contact with other agencies around 'real' work. The second principle is that, unlike the United States, there is no special funding in Canada for building and staffing mental health centres or other facilities, and ways must be found of pooling the resources of existing agencies and of mobilizing support from the community itself in order to initiate new programs. In a paper written during the early part of the East York Project it was suggested that community organization must be carried out at three levels simultaneously -with general planning bodies, with agency heads and at the patient level (5) . It is at this last level that the most meaningful encounters with other professionals take place. At the same time it was suggested that community organization would probably take place in three phases -co-ordination of agencies, introduction of new services and the development of some type of central apparatus for co-ordinating the new network, for example, a mental health centre or an inter-agency council. 17) The principle of decentralization was 'considered to be very important in community development work. This principle states that a group engaged in a project should be small enough that its members share the needs which gave rise to the project and have a stake in its outcome. At government level it means that it makes more sense for community psychiatry to be supported by a municipal government than by the provincial or federal governments. At the community development level it is suggested that programs be directed toward neighbourhoods rather than cities. 18) The general form of organization in any project, whether community organization, community development or service delivery was to initiate co-operative effort; to move from the centre of the organization to the periphery (that is, to turn the leadership over to the local people as quickly as possible while remaining in it in a supportive role) and to leave the project operating and go on to a new one.
19)
In organizing delivery or service, and indeed all phases of the work, it is important to work with public health personnel as a matter of priority because of their strategic position in the community, their entree into the homes of the residents and because they already have a philosophical commitment to 'prevention' (17) . 20) Considerable emphasis was placed on making the professional roles of the Clarke Institute staff very flexible. Their job descriptions came to be based more on their abilities, interests and predilections than on the specific professional designations which they carried.
An Overview of the East York Project
The Community Studies Section In the beginning the East York Project had been planned as a joint venture of the Community Psychiatry Service and the Community Studies Section of the Clarke Institute of Psychiatry. It had been intended that the Community Studies Section would have two functions: monitoring and evaluating the action program carried out by the Community Psychiatry Service and doing basic research in issues of social psychiatry (2) . However, these two divisions of the Clarke Institute soon diverged for a number of reasons. Prominent among these was the fact that the initial baseline data being generated by the Community Studies Section was dependent upon census material (1961) and was therefore not current enough for an action program. In addition, the time necessary to compile this data tended to make it useless for the practical purposes of the service personnel. The Community Studies Section had a relatively small staff and when they undertook a major house-tohouse survey (which, incidentally, would have yielded much useful data for the Community Psychiatry Service had it been started earlier) the enormity of this task consumed most of their time and energy, leaving them little of either to carryon the monitoring of the Community Psychiatry Service. Thus it became necessary in the end for the latter to take on its own research staff. The Com-munity Studies Section went on to produce a great deal of valuable work, most of it arising from their household surveys and this will be published at a later date under the general heading of the 'Yorklea Project'. The major lesson to be learned from this phase of the experience is that the research arm of a community psychiatry program should enter the field at least one year ahead of the action team so that adequate baselines may be obtained and needs properly identified.
The Community Psychiatry Service
This Service was an action-oriented group which saw its major focus as the East York Project. Nevertheless, in its first two years it included an inpatient service of thirty-four beds and provided outpatient therapy and day-care facilities. In the next three years the bed count was dropped to eleven in order to facilitate a greater focus on the Project, but since there was a corresponding drop in staff complement it is not clear that this made a significant difference. Over the five years the staff was made up of two to five psychiatrists, two or three psychiatric residents, one to four social workers, one psychologist, one or two occupational therapists, twelve to twenty-five nurses, one secretary and, in the final year, one to five research assistants. This staff took on a great variety of tasks, their functions being related as much to interest and skill as to professional background. Since some of them had teaching duties and all of them had heavy clinical responsibilities at the Clarke Institute, there were never more than the equivalent of four full-time staff working in the field in East York. This fact highlights the catalytic role played by the Project staff. With so few field workers they had to rely on mobilizing resources in the community to do much of the work.
The Selection of the Borough of East York
A number of communities, both adjacent to the Clarke Institute and a good distance away from it were considered by both departments as the site of the Project. Eventually East York was settled on for a num- ber of reasons: the community was just about the right size, that is in the one hundred thousand population range; a study conducted by the Metropolitan Toronto Social Planning Council a year or so previously had shown that East York ranked mid-way among Toronto districts in a considerable number of social and economic parameters; a political entity was preferred because it facilitated the gathering of statistics at a municipal level and, since the Borough of East York encompassed a number of census tracts precisely, figures from the Dominion Bureau of Statistics would be easy to use; finally, there was the intangible fact that East York residents thought of it as a community and its people tended to change residence somewhat less frequently than the average Torontonian.
The Community of East York
The Borough of East York (see Figure 1 ) had a total population of approximately ninety-eight thousand at the time the Project began. It was created on January 1, 1967 through the amalgamation of the Townships of East York and Leaside, which were previously independent municipalities within Metropolitan Toronto. The socio-economic status, the life style and the self-picture of the two communities were not only different but, in the view of their citizens, almost inimical, Table I compares the profiles of the two townships with each other, with the newly formed Borough and with Metropolitan Toronto as a whole. It can be seen that they were quite different in income, in socioeconomic status, in educational level and in most other modalities. What they had in common was a marked preponderance of residents of British origin.
East York was the older of the two, dating back to the time of the First World War when it was settled by immigrant British war veterans who duplicated the small neat houses and gardens of their country of origin. The ethos of the community was proud, with a strong streak of the Puritan ethic. For many years they enjoyed low rates of delinquency and a very stable population. More recently there had been an influx of immigrants from Europe and migrants from Eastern Canada and there was a growing group of multi-problem families in the area. Characteristically, the political, educational and the other institutions represented the immigrant population very poorly and, in fact, their existence was all but denied.
Leaside was more recent in origin. It was rather heavily industrialized, albeit with light, attractively-housed industries, and the managers of the local plants lived nearby. Again, there was a strong sense of community and also a considerable pride in the (relatively recent) attainments of the population. They appeared to deny problems and tended to under-use both the social services and the local mental health clinic -even though they were rather briskly represented at the mental hospital serving the area. This suggests that the under-use of helping facilities was not necessarily an indicator of optimal mental health.
The East York-Leaside Mental Health Clinic
Very soon after East York was selected for the Project the Clarke Institute staff joined forces with the East York-Leaside Mental Health Clinic. This clinic had been in existence for some years and was jointly operated by the Province of Ontario and by the East York-Leaside Health Unit. Under its current director it had had a very strong community bias and was providing a great deal of direct and indirect service to the schools, to the Health Unit and to other helping agencies in the Borough. The Clarke Institute staff were welcomed by the Clinic and a fruitful partnership developed, which remained the major effective force until the Inter-Agency Council was established in May, 1968 and began to take over the direc-tion of the Project. Around that time, in keeping with the Provincial Government's policy of phasing out the community mental clinics and moving them into the local general hospitals, the Clinic became very involved in the process of becoming the Department of Psychiatry of the Toronto East General Hospital. The movement of organizational initiative from the Clarke-Clinic partnership to the Inter-Agency Council and eventually toward the Municipality will be described in another paper (page 8-15).
Approaches to Community Intervention
As mentioned, the interventive approaches of the Project can be described under four headings: direct and indirect psychiatric services; community organization; community development and also training and education.
Direct and Indirect Psychiatric Services
Considerable emphasis was placed on case consultations both from the point of view of arriving at a therapeutic plan for the case, and also as a means of contacting and working with the agency personnel. In all, there were forty agencies which participated directly with the Clarke Institute staff in such case conferences. In addition to these ad hoc consultations there were also regularly scheduled times made available for case consultation to a family service agency, the public health nurses, a youth drop-in centre, a children's group home, a children's aid society and a number of schools.
As soon as the East York Mental Health Clinic became the Department of Psychiatry of the East General Hospital, it was possible to institute regular meetings between the local mental hospital, the general hospital psychiatric unit and the Clarke Institute in order to facilitate a free and appropriate flow of patients and information amongst them.
In addition to developing an active inpatient department, the East General Hospital Department of Psychiatry also developed a psychiatric screening clinic with many unique features. Assessments were carried out by a multi-disciplinary, multi-agency group of professionals including general practitioners, social workers from the Family Service Association, personnel from the Addiction Research Foundation, psychiatrists from both the East General staff and the Clarke Institute, school guidance teachers, nurses from the Clarke Institute, the East General Hospital and the Public Health Unit and also a local priest. This clinic provided prompt assessments and, by virtue of its staffing pattern, was very efficient at setting up co-ordinated, multi-agency treatment programs for its patients.
The psychologist on the Clarke Institute staff had had considerable experience in the educational system and it was natural for her to begin to work within the East York Schools. She involved herself with the Department of Guidance and Psychological Services and worked with the staff of that Department and also with a number of schools. Frequently she was asked to provide direct service in the form of counselling and psychological testing and she generally acceded to these requests in order to become one of the 'real' workers in the community. One of her basic aims, in keeping with the assumptions of the Project, was to shift the existing patterns of consultation in a way which would maximize the role of the front-line helpers -the teachers. She believed that consultation time was better spent with the teacher in helping her to work out a program for handling a given child than in the usual visit with the child. She also attempted to promote awareness of the roles which other community helpers might have in the management of a child and his family.
The school system in any community has a good deal of the rigidity that is to be expected in any old, well-established hierarchical organization, and change within it occurs slowly. It is not surprising, therefore that, although she met with a great deal of co-operation from all sectors on an individual level, the school system as a whole showed very little overt change.
Nevertheless, there were a few indications that the climate within the schools had been somewhat altered in a direction of acceptance of some of her concepts; for example, for the first time a budget for a consultant psychiatrist was approved (though not used).
The Clarke Institute set up an inpatient service to serve East York and it experimented with a number of forms of ward organization. This program is described elsewhere in this Journal (page S-51).
A beginning was made at developing more comprehensive rehabilitation services with the formation of a therapeutic social club, the Community Group Program described in this Journal (page S-45). The Community Aides Program, a volunteer case aide organization (described on page S-57) was another step in this direction. Both of these programs were organized, staffed and used on a multi-agency basis.
Community Organization
In addition to individual case consultation as described, the Clarke Institute staff spent regularly scheduled time with six agencies, discussing their function and exploring new directions for their activities. The Project staff also became involved at the committee level with the planning of a number of community services; for example, they were represented on four committees of the East York Area Social Planning Council and S-l1 were contributors to the development of the Community Services Board -a board of citizens appointed by the municipal council which was gradually to become a very important force in screening, initiating and supporting a number of community projects.
The most important effort in community organization was the forming of the East York Inter-Agency Council which was made up of the heads of the great majority of agencies (in the widest sense of the word 'agency') serving the Borough. Eventually over thirty agencies were members. In addition to the usual social' welfare and health agencies there were also representatives from the police, the Community Services Board, the Ministerial Association and so on. The Inter-Agency Council served as an important vehicle for inter-agency communication; it became a strong voice in the dialogue between the community, its political leaders and its helping professionals; and it initiated a number of projects which served to fill gaps in service and provide supportive facilities to high risk groups. The work of the Inter-Agency Council will be discussed in some detail elsewhere in this Journal (page S-18).
Community Development
An opportunity arose to work with the women's organization of Leaside United Church and to explore with them various ways in which they might participate in community activities. Two Clarke Institute workers became involved with them over a period of time and perhaps the most significant outcome of this encounter was the fact that the women moved in a direction wholly unpredicted by the two workers. Out of the ferment of these discussions came a 'Meals-on~Wheels' program aimed mostly toward elderly people. As in many other projects, this encounter gave rise to later secondary effects which manifested themselves in other phases of the work. In this case a number of the members became very active in other projects such as the Community Aides Program and in several youth drop-in centres.
The major community development activity was initiated by the Inter-Agency Council which early in its life undertook two major multi-agency projects, one in Thorncliffe Park, a high rise middle-class enclave, and the other in the South-East area of the Borough, a much less affluent, less homogeneous, transitional neighbourhood. The aim of these two projects was to involve the citizens in the identification of some of their unmet needs and in participating with professionals in developing structures to meet these needs. The projects also served to crystallize the Inter-Agency Council around a real work project so that it would not lapse into the more typical pattern of occasional (and very expensive) meetings characterized by platitudinous resolutions. These projects are described in detail elsewhere in this Journal (page S-25).
Out of these community development projects came a number of visible structures such as two information-and-referral centres, a day-care centre for pre-school children, supervised play facilities for older children of working parents, a number of youth dropin centres and various surveys, committees and projects on youth, on the aged, on liaison with immigrant groups and so on.
Education and Training
In addition to the usual quota of psychiatric residents, social work students, nursing students, psychology interns and so on, the Community Psychiatry staff also had the opportunity to share some of their experiences with a number of visiting physicians and social workers from as far away as Indonesia. In the community a number of training programs were designed for professionals -the public health nurses were given an extensive program (page S-39); a good deal of work was done with school guidance teachers and also with some classroom teachers; family physicians were seen in one ongoing group and also as participants in the East General Hospital Screening Clinic where they worked under psychiatric supervision for a period of some months as members of the clinic staff.
There were two inter-disciplinary endeavours, one a family life education leadership training course, described elsewhere in this Journal (page S-63) and the other an interdisciplinary seminar which was rather unique and is of some interest. This was one of the opening gambits of the Project designed to gain a foothold in the professional community. It came to be lovingly called the 'Noah's Ark Seminar' because the animals came in two-by-two. There were two ministers, two general practitioners, two psychiatrists, two social workers, two public health nurses and two teachers. They met for twelve sessions during which they discussed the community and its problems, their respective roles and the possibility of co-operative ventures. At the end of the twelve sessions they were sufficiently enthusiastic to decide to go on as a work group and it was this group which gave rise to the Community Aides Program (page S-57). A number also went on to become very active in other ventures within the East York Project.
Non-professionals were also involved in a number of training programs, most notably the volunteer case aides and the volunteers who manned both of the informationand-referral centres. In addition, the project staff accepted the usual requests for talks from the various communications media and at schools, service clubs and public lecture series.
Evaluation
Some of the difficulties encountered in the monitoring and the evaluation of this project have already been discussed. However, as will be seen in the other papers in this Journal, it was possible to undertake several specific evaluative inquiries, as well as a more general one in which an extensive questionnaire was personally administered to one hundred and thirty-seven respondents who were active in the Project. A very important, though very simple, evaluative measure can always be taken in this sort of project. It consists of the elementary demonstration that a structure now exists which was not there before. It is much harder to answer the question which asks whether it was worthwhile building this structure in the first place. Certainly, apart from any hard data, there seems to be excellent agreement among the helping agencies in East York that conditions are better than they were in 1966 -it is easier to have patients seen and to get a co-ordinated agency program worked out for them and their families; cooperation among agencies, not to mention awareness of their existence, has improved markedly. A number of useful projects and facilities which were not there before are now functioning; and there has been a striking increase in citizen initiative and cohesiveness in the two areas where community development projects were undertaken.
Finally, it should be noted that the development of a central co-ordinating body closely linked to the municipal government was becoming a reality in East York at the time the Clarke Institute staff left and if it comes about, it will be a unique and interesting approach to the organizational problems inherent in the development of a community mental health network.
Resume
De septembre 1966 a mars 1971, le Service de psychiatrie communautaire du Clarke Institute of Psychiatry nouvellement bftti a dirige, dans l'arrondissement d'East-York du Grand-Toronto un programme destine a mettre en valeur un reseau complet d'hygiene mentale communautaire.
L'article presente par le detail les hypotheses sous-jacentes a cette entreprise.
Parmi les principes importants, i1 y avait celui de "l'opportunisme oriente vers un but", lequel dictait que les buts generaux ainsi que les strategies devaient etre clairement definis, mais que des buts et des projets 
